for anything approaching the regular morning call to deftecation with its sequel, the passage of a normal formed stool, to occur after a complete colectomy.
The following case is an example of the intestinal disturbance whiclh may follow colectomy:
A lady, who had been in fairly good health with some constipation, but no diarrhcea, since her colon was excised for chronic intestinal stasis eight years before, was suddenly seized with the most intractable diarrhwa, wlhich for nine months did not respond to any treatment by drugs, diet, or starvation, and almnost proved fatal. There was no apparent cause, but this may perhaps be an instance of the inability of the body, in the absence of the colon, to deal with certain forms of poisoning, Thus very small doses of morphia inade her feel extremiely ill, and I understand that similar intolerance to morphia is present in most, if not all, patients who have had their colon remlloved, probably owing to the fact that the colon is nornmally the chief chaninel for its excretion. In the seven years which have since elapsed her intestines have been a constant and painiful source of anxietv. She tends to becomie constipated, but all aperients give rise to fluid stools, the passage of which does not give adequate relief, and she constantly feels that there is an accumulation of fincal im-aterial which has been left behind. This condition lasts for weeks, the patient feeling miore and ml-ore ill until finally a severe attack of diarrhoea occurs, which eventually gives relief. The frequent straining has led to a severe prolapse, which has recently been relieved by operation.
I can summarize my views on the subject in the following way: The majority of cases of intestinal stasis, which are treated witlh sufficient perseverence by non-surgical means, do very well. Even in the very small number in which little or no improvement follows medical treatment, the high mortality, the danger of complications, and the uncertain prospect of lasting relief after colectomy, make it doubtful whether the operation should ever be performed in the absence of gross organic disease.
Dr. VICTOR PAUCHET (Paris). Chronic intestinal stasis now occupies an important place in medicosurgical pathology, and slhould, for the future, be termed "Arbuthnot Lane's disease."
Total colectomy is a well-defined operation, indicated not only in cases of intestinal stasis, but also in cancer of the colon, in megacolon (Hilrschsprung's disease), in severe forms of colitis, and in volvulus, whether accompanied or not by intestinal occlusion. Total colectomy should be designated as "Arhuthnot Lane's operation."
Why is colectomy warmly advocated by some and strongly opposed by others ? Because those wl-ho have frequently performed this operation have observed some failures, but also brilliant successes. While its partisans dwell upon the successful results its opponents maintain that:
(A) Colectomy is a serious operation. (B) The remitote results ar-e not uniform, some patients suffering from (a) diarrhoea; some from (b) constipation; and others from (c) persistence of the pre-operation troutbles: neuralgia, asthenia, loss of weight, indigestion, menstrual irregularities, &c. I know a whole group of patients who have undergone colectomy and are still suffering from neurasthenia; they are satisfied with the result of the abdominal -operation and are greatly improved; however, they still imagine that they are a prey to all sorts of illnesses.
Favourable Results.-These are apparent in the disappearance of the constipation, the headache, migraine, dyspepsia and asthenia; the patient begins to put on weight, takes an interest in life, experiences once niore the "joy of life." The effect on the female genital organs is very marked, as shown by the following brief case-records: Case I.-A lady from the North of France suffered from recurrent abortion during pregnancy and complained of intense headaches and insomnia. I perfornmed colectomy.
Six months after the operation she became pregnant; this first pregnancy lasted for six months; the second for eight months, wvhen she gave birth to a still-born child; the third pregnancy was normal and she was delivered of a living child. She was not syphilitic.
Case II.-A female who before the operation was agenesic returned to see me a few months later suffering from gonorrhoea. Case III.-A woman who had been divorced for agenesia was in such a lhurry to get married again that she married her doctor.
A large number of patients are enthusiastic with regard to the results, since the disappearance of their debility or malady enables them to resume a normal life.
Unfavourable Results.-Although chronic intestinal stasis has been studied for twenty years by Sir Arbuthnot Larle, and its operative treatment has been undertaken by some surgeons during the past fifteen years, nevertheless comparatively little is known about this affection and its treatment, and colectomy is rarely performed. Therefore, it may be said that chronic -intestinal stasis is a new disease, that the proposed method of treatment is of recent date, and that, so far, it does not rest on an established basis. The clinical and technical aspects of the treatment are well defined, but this cannot be said of its indications.
On the basis of my statistics, it must be confessed that total colectomy still is a seriozts operation. I have performed 198 operations, without taking into account minor operations such as caeco-plicatures, colopexy, or resection of adhesions. These operations included 122 cases of short-circuiting, with eight deaths; 52 cases of total colectomy, with six deaths (four due to rupture of the suture and two to cardiac failure); 21 cases of right-sided hemicolectomy, with onle death; 3 cases of segmentary colectomy performed for volvulus of the sigmoid flexure, without a single fatal termination. Among the total colectomies, 20 were performed in two stages-i.e., 17 following short-circuiting, and 3 consequent on right-sided hemicolectomy. I never had a fatal result after performing colectomy in two stages, ntor after segmentary colectomny.
Referring to the causes responsible for the six deaths follbwing total colectoiny, I would point out that in four the cause was easily preventable: two died from leakage at the suture line of the intestine, in obese subjects, on -the fourth and fifth day respectively. Since then, in the case of adipose patients, I confine myself to short-circuiting, or to performing an incomplete resection with latero-lateral anastomosis, if necessary resorting to a secondary colectomy. One patient, who had not been properly purged, died because his colon was filled with faeces, and I was compelled to operate on a soiled intestine; post-operative drainage by means of the cesophageal tube proved unsuccessful and the patient died from leakage at the suture line. I should have closed the abdomen without operating. Another case ended fatally through the onset of gangrene of the ileal extremity, due to deficient circulation. In making an endto-end suture it is imperative to be sure that the dissected extremity of the ileum is well vascularized.
There will be no recurrence of these four failures in my practice because:
(a) I shall avoid end-to-end suturing of intestines in obese patients; (b) I shall select a better vascularized end of the ileum; (c) I shall only operate on a colon which has been thoroughly evacuated. There remain two cases in which the patients died shortly after the operation, one after twelve and the other after twenty hours withotut any immediate shock. They became cyanotic and died from cardiac failure. I can offer no explanation in these cases; perhaps death was due to suprarenal insufficiency, and at present I am powerless to deal with such complications as occurred in these two instances. My opinion is that after taking into account the avoidable accidents, but which were not prevented, it will be possible in future to reduce the mortality to 4 per cent.
Remote Results.-In order to advance therapeutic progress, it is not enough for experienced surgeons to point to the splendid results achieved, for opponents will immediately seize upon the failures and make use of them to discredit the method. The experienced surgeon should draw attention to the possible accidents and explain their causes in detail, in order that his colleagues may be in a position to avoid such untoward occurrences. It is by pointing out the accidents following operation and their causes, and by emphasizing the cause of remote failure that we shall succeed in establishing precise indications for operation, in avoiding mistakes in technique, and shall be in a position to select suitable cases for operative treatment.
I have sometimes observed the occurrence of the following untoward afterresults:-
(1) Diarrhama.-This is not due to faulty digestion of food-stuffs, but to defective functioning of the ileo-sigmoid anastomo3is, to faulty co-aptation of the intestinal extremities, to torsion of the anastomosed loop, to adhesions on a level with the ileo-sigmoid suture, causing incomplete evacuation of the ileum, coupled with irritation, and thereby giving rise to this diarrhoea. After the operation, and indeed for several months to follow, it is imperative to insure regular evacuation of the intestinal contents by means of liquid paraffin, if necessary, in combination with castor oil. The occurrence of adhesions is the complication most to be dreaded, and to avoid these the operation should be performed carefully, reducing to a minimum the area of operation and insuring perfect control of the hmorrhage.
(2) Constipation.-Should constipation recur, its reappearance is due to the same causes that produce diarrhoea.
(3) Persistence of Pre-operation Troubles.-Some patients complain still of neuralgia, asthenia, loss of weight, indigestion, menstrual irregularities, &c. I will now briefly report the unfavourable cases:
Case 1.-A woman, aged 40, on whom I performed colectomy ten years ago. She became addicted to morphine, and for this reason constantly complains of troubles due to the effects of morphine.
Case II.-Male, aged 27, in whom the diarrhcea present before the operation persisted afterwards, coupled with pronounced asthenia and complete impotence. He went to Africa, where he was seized with an attack of acute intestinal obstruction. An operation was performed in the hospital, where the surgeon discovered an adhesion at the junction of the ileo-colic anastomosis. He divided the flap, and the trouble ceased. The diarrhcea disappeared, and the patient goes regularly twice a day to stool, while his general condition has greatly improved. This proves that the diarrhcea is caused by a flexure of the ileo-sigmoid anastomosis, a sequela consequent on the formation of adhesions or due to faulty technique. Case III.-Patient, a male, aged 27, an electrician, stated that he was dissatisfied with the result of his operation. Thanks to physical exercise, he now possesses a magnificently developed muscular system, but he is not yet satisfied, as he is still impotent and neurotic.
If I were now called upon to state the ratio of successes to failures, I should say that: (a) of ten colectomies, we should reckon with one death to nine operative successes; (b) of these nine successful operations, three may be classed as very good results; up to three as average and satisfactory; three in which the result is nil or almost nil. However, the cases in which no, result, or scarcely any result, follows operation are attributable to the fact that the patient receives neither the care nor the advice which his condition demands. If a forest is destroyed by fire, we extinguish the conflagration, but we must replant the trees and wait until they grow. Stercoraemia has destroyed the cells of various organs-efg., thyroid, ovaries, kidneys, liver, suprarenal capsules, pituitary gland, &c. Endocrine insufficiency is present, pulmonary trouble, bad psychic habits, &c. The mere removal of the colon abolishes the cause of the stercoramia, but does not recreate the destroyed gland cells. Colectomy does not immediately remove the mental defects and the functional disturbances. If we wish to obtain good remote results, we must not discourage the patient by stating that the operation is a serious one, and that he is "mutilated." On the contrary, we must make him undergo a course of organo-therapeutic treatment, with physical exercise and muscular development, coupled with breathing exercises and mental re-education. In other words, we must seek patiently to build u,p once more all that the disease has destroyed. To this a large number of surgeons will object that it is scarcely worth while to perform a colectomy on a patient if you are compelled to have recourse to medicaltreatment after operating. In my opinion, this objection shows lack of judgment. Colectomy has one definite object: to abolish the cause of the mechanical or stercoraemic troubles in the individual. All the troubles which appear later must be removed gradually. I believe that in future we shall achieve still better results, and this for the following reasons:-(a) There will be a greater number of surgeons ready to perform operations. in cases of Lane's disease. (b) Further, if left unoperated upon, the lives of these patients will be destroyed by the stercoramia. (c) The operation will be carried out with greater precision, and the patients will receive better postoperative treatment.
Summary.
Colectomy is a good operation. Intestinal stasis is a well recognized affection, but what we lack at present, and the point which requires elucidation, is a knowledge of the indications. In what cases should recourse be had to short-circuiting, to colectomy, or merely to medical treatment? When should the operation be performed? What treatment should be adopted before and after colectomy? The future of Arbuthnot Lane's operation, depends upon thc solution of these problems.
Sir WILLIAM ARBUTHNOT LANE. I had not intended to make any remarks, as I have already written and spoken so often on the subject of chronic intestinal stasis, but as your President has asked me to say a few words I will do so.
